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ABSTRACT 
Objective:  To know about the effectiveness of discectomy for pain control in lumber radiculopathy. 
Material and Methods:  This prospective observational study was conducted in Neurosurgery Department PGMI 
Lady reading Hospital Peshawar from May 2013 to April 2014. All patients admitted with Lumber radiculopathy 
and undergone discectomy for it were included in the study “while excluding myelopathy” and recurrent lumber 
radiculopathy. Patients age, gender, level of radiculopathy, pre operative symptoms, post operative improvement 
and deterioration in pain based on visual analogue scale were recorded on a designed Proforma. Patients were 
followed post-operatively for a minimum of 6 months. Data was entered and analyzed using SPSS version 17 and 
expressed in the form of tables and charts. 
Results:  Total 84 patients were include in this study in which males were 51 (60.7%) and females 33 (39.3%). 
Based on levels of lumber radiculopathy L2 – L3 cases were 1 (1.2%), L3 – L4 3 (3.6%), L4 – L5. 31 (36.9) and L5 – 
S1. 49 (58.3%), Regarding age of the patients majority of the patients were in 3rd Dec. 23 (27.4%) and 4th Dec. 
37 (44.0%) while 5th Dec. 20 (23.8%) and above 5th Dec. were 4 (4.8%). While pre operative low back-ache 
associated with lower limb pain corresponding to the radiculopathy was present in all patients (100%). Post 
operatively back pain was relieved in 72 (85.71%) and leg pain in 82 (97.61%) cases while back ache and leg 
pain were not relieved in 12 (14.29%), 2 (2.29%) successively (at the end of 6 months). 
Conclusion:  Lumber radiculopathy due to prolapsed intervertabral disc occurs most commonly at L4-5, L5 – S1 in 
young to middle age peoples and discectomy is cost effective and safe procedure for it if done by experienced 
hands. 
Key Words:  L4-5 and L5 – S1 prolapsed intervertabral disc, radiculopathy, discectomy. 
 
INTRODUCTION 
Low back pain is a very common entity in clinical pra-
ctice and it is second most common cause of seeking 
medical attention. In patients of age < 45 years it is the 
most common cause of disability and 15% absenties 
and leave from official work occurs due to this reason. 
Its annual incidence is 5% and life time prevalence 
ranges from60 – 95%. In patients of low back pain 
only 1% presents with nerve root symptoms in which 
up to 3% occurs due to lumber disc herniation.
1,2,3,5
 
Etiology of intervertabral disc prolapse is multifecto-
rial consisting of heavy weight lifting usually greater 
than 25 pounds, activities involving whole body vibra-
tion like driving of motor vehicle and cigarette somk-
ing etc.
4
 The pathophysiology of lumber radiculopathy 
due to prolapsed intervertabral disc is not 100% clear. 
It is mentioned in literature that it is not only due to 
the mechanical compression but also due to chemical 
irritation and edema of the nerve root.
6,7
 The natural 
history of prolapsed intervertabral disc is that first it 
prolapses then inflammatory changes occurs in it 
which leads to reasorption and fibrosis of prolapsed 
disc material which ends in shrinkage and retraction 
resulting in relieving the symptoms of rediculopathy.
6
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 Lumber radiculopathy which is also known as 
sciatica was first desrcribed by Mixter barr in 1934 is 
characterized by low back pain with radiation of more 
intense pain to the lower limbs  having  dermatomal 
distribution of numbness, paraesthesia, and / or muscle 
weakness due to compression or irritation of nerve 
roots originating from lumber spinal cord . Clinical 
examination is performed to confirm or refute the dia-
gnosis of nerve root impingement the most important 
of which is straight leg raising test in addition to check 
tendon reflexes, motor deficit and sensory deficite.
5,7-12
 
Radio-graphically lumber radiculopathy is diagnosed 
by MRI and CT scan of lumbosaccral spine with mye-
lography. CT scan gives more information about bones 
while MRI is superior for visualization of soft tissues 
like spinal cord, nerve roots and soft tissues around 
vertebral bodies in addition to view the pathology 
from different direction due multiplanner ability. 
 Management of lumber radiculopathy is done by 
conservative and surgical methods. Conservative 
method is provided in the form of either alone or in 
combination of activity modifications, physiotherapy, 
progressive exercise, non-steroidal anti-inflammatory 
drugs, spinal injections and radiofrequency ablations 
therapy for total 3 months duration. Indications for 
surgical decompression are if the patient remains sym-
ptomatic in spite of 3 months conservative treatment 
or there is progressive neurologic deficit or develop-
ment of cauda equine syndrome. The surgical decom-
pression of lumbar spine root is done.
7
 Surgical deco-
mpression in the form of discectomy is regarded as 
impressive and cost effective treatment because it pro-
vides immediate pain relief and psychological satis-
faction.
15
 After the surgery for lumber radiculopathy 
some patients in spite of improvement continuously 
complain for low back-ache with or without redicular 
pain which is called failed back syndrome and ranges 
in frequency of 8 – 25%.16,17 
 Rationale; – Lumber radiculopathy due to prola-
psed intervertabral is a common entity presenting to 
neurosurgeons in our setup because majority of the 
peoples of our society are manual worker and Labors. 
Conservative treatment for it fails in most of the cases 
due to less community education and compliance pro-
blems. Doing this study will help us to compare the 
results of discectomy for lumber radiculopathy with 
both local and international studies and will show us 
the pros and cons of our technique and treatment pro-
tocols and this will be a step for patient betterment. 
MATERIAL AND METHODS 
This prospective observational study was carried out 
on 84 patients who had lumber radiculopathy due to 
prolapsed intervertabral disc, conducted in Neurosur-
gery Department of PGMI, Lady Reading Hospital 
Peshawar from June 2013 to May 2014 with total 1 
year duration. Patients having age ≥ 3rd decade with 
either gender having lumber radiculopathy due to pro-
lapsed intervertabral disc who undergone lumber dis-
cectomy were included in this study, while patients 
having lumber radiculopathy who were managed con-
servatively, recurrent lumber prolapsed intervertabral 
disc with radiculopathy and myelopathy were exclu-
ded from the study. All the data was collected and ana-
lyzed by descriptive statistics using software SPSS 
version 17 and represented in the form of graphs and 
charts. 
 All the patients were undergone through thorough 
history, detailed clinical examination and relevant 
investigations including MRI of the lumbosaccral 
spine. All patients were managed in the ward before 
the surgery by providing sufficient analgesia. 
 Before surgical intervention patients were subjec-
ted to pre-operative preparation, like complete blood 
count (CBC) and viral serology (HbsAg and Anti-
HCV Ab) and surgical disposables were arranged 
accordingly. An informed consent was taken, explain-
ing the prognosis. The ethical approval was taken from 
the hospital ethical committee, “Postgraduate Medical 
Institute, Institutional Research and Ethics board”. 
Then post operative effectiveness of discectomy for 
pain control in lumber radiculopathy was revived by 
applying visual analogue scale to all patients till six 
months of follow up post operatively. 
 
RESULTS 
Total 84 patients were included in this study in which 
Males were 51 (60.7%) and Females were 33 
(39.29%) (Fig. 1) while according to the age majority 
of the patients were in 3
rd
 – 4th decades having fre-
quency of 60 (71.4%) and remaining 24 (28.6%) were 
in 5
th
 or above the 5
th
 decades (Fig. 2). Lower levels of 
lumbar spine were effected more than upper levels and 
L5 – S1 was on the top having 49 (58.33%) followed 
by L4-5 31 (36.90%) and remaining 4 (4.76%) cases 
were involving L2 to L4 (Fig. 3). All the patients were 
subjected to MRI of lumbosaccral spine pre-opera-
tively and when needed post operative MRI of lumbo-
saccral spine was also done in case of failed back syn-
drome Fig. 4 (pre op MRI of a case). 
 
Effectiveness of Discectomy for Pain Control in Lumber Radiculopathy 
Pak. J. of Neurol. Surg. – Vol. 18, No. 2, Jul. – Dec., 2014         -152- 
67.7%
33.3%
0
10
20
30
40
50
60
70
80
Males 31 Females 33
N = 84
 
Fig. 1: Distribution of patients according to the gender 
(n = 84). 
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Fig. 2:  Age wise distribution of patients (n = 84. 
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Fig. 3: Level of PIVD causing lumber radiculopathy 
 (n = 84). 
 
 Regarding post operative outcome in terms of 
pain relief according to visual analogue scale it 82 
(97.61%) in legs and72 (85.71%) in back while leg 
pain was not relieved in 2 (2.39%) and back pain in 12 
(14.29%) cases (Fig. 4). 
 
  
 
Fig. 4: Pro-operative MRI of a patient showing L4-5 pro-
lapsed intervertabral disc sagital / Para sagital 
view and compression of left side nerve root axial 
view. 
 
DICUSSION 
Lumber radiculopathy is a common entity which pre-
sents to neurosurgeons in their clinical practice most 
frequently. The natural history of prolapsed interver-
tabral disc shows that first it prolapse followed by fib-
rosis leading to improvement in symptomology. Altho-
ugh patients are managed conservatively first by var-
ious methods to decrease the misery and improve the 
quality of life due to pain but still some patients inspite 
of all, progress for which surgical decompression is 
most effective way to relieve the pain and misery of 
the patient.
18
 When results of our study were compared 
to both local and international studies both resemb-
lance and variation were present because the demogra-
phic features of the disease and clinical outcome of a 
procedure depends upon the environment, level of 
education of peoples, availability of health care faci-
lities and level of expertise doing the procedure vary 
from region to region in the world. 
 In our study the patients were from 3
rd
 to above 
the 5
th
 decades while in Majeed et al
22
 patients pre-
sented with age range of 2
nd
 – above the 5th decades. 
There is slight difference in the age ranges is due to 
the fact that in our society majority of the peoples are 
uneducated and mostly present late with diseases
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Fig. 5:  Post-operative Outcome of Patients in Terms of Pain (n = 84). 
 
as compared to western population where awareness 
about diseases is more and peoples mostly present 
early to the health care providers. Males were predo-
minantly effected than females having frequency of 51 
(67.7%) and females were 33 (38.3%) with male; 
female was 1.54:1 while Yoshito and colleagues
21
 has 
also showed in their study that males are predomi-
nantly effected than female. In their study male to 
females ratio was 1.76:1 which is slightly more than 
our study the main reason behind it is that their sample 
size of study was slightly greater than our study. Pro-
lapsed intervertabral disc and associated radiculopathy 
was most common at lower levels of lumbar spine 
involving L4-5 and L5 – S1 having frequency of 80 
(92.23%)  with greater frequency at L5 – S1 in our 
study while according to Sasani and colleagues
23
 also 
the most common level of involvement was L4-5, L5 – 
S1 having frequency of 100%. Similarly in other inter-
national studies
24,25
 the most common level of pro-
lapsed intervertabral disc was also L5 – S1. There is sli-
ght difference of percentages from Sisani and collea-
gues study because they collected all cases of far late-
ral discs herniation while in our study all types of lum-
ber intervertabral discs herniation were included. 
 When the patients were followed till to the 6 mon-
ths post operatively and assessing them by visual ana-
logue scale out of 84 patients back pain was relieved 
in 72 (85.71%) and leg pain in 82 (97.61%). Asch et 
al
20
 conducted a study on 212 patients for post opera-
tive outcome of discectomy in lumber radiculopathy in 
2002 with total 2 years follow up and leg pain relief 
according to a visual analog scale (VAS) was 80% 
while back pain relief (VAS) was 77% this may be 
because of their long study duration, more sample size 
and follow up for greater duration. In another study
26
 
post operative leg pain relief was 96% which is com-
parable to ours one. Similarly Lew and colleagues
27
 
documented post-operative leg pain relief in 90% 
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cases after transforaminal percutaneous endoscopic 
discectomy in the treatment of far-lateral and forami-
nal lumbar disc herniations in which success rate is sli-
ghtly lower than our one this is because endoscopic 
technique needs slightly more experience than open 
technique Post operatively back pain was not relieved 
in 12 (14.29%) cases while leg pain in 2 (2.29%) cases 
in our study. The frequency of failed back syndrome 
after lumber discectomy for radiculopathy is variable 
in literature. Martin et al
30
 has documented the frequ-
ency of failed back syndrome up to 19% in their study 
to which our results are comparable. In other interna-
tional studies like
28,29
 it is 28%, 9%. This difference in 
frequencies from our study is due to the reason that 
outcome of lumber discectomy depends upon many 
factors like the accuracy of initial diagnosis, level of 
surgeon experience, permanent injury of nerve root 
from original disc herniation, inflammatory conditions 
which can vary from set up to set up throughout the 
world. 
 
CONCLUSION 
Lumber radiculopathy due to prolapsed intervertabral 
disc is common entity presenting to neurosurgeons in 
day to day clinical practice. It affects lower levels of 
lumbar spine and young to middle age population. 
Lumber discectomy provides immediate pain relief 
and psychological satisfaction if performed by expe-
rienced hands making it a safe and cost effective pro-
cedure. 
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